INTRODUCTION
Since the early part of this century there has been a dramatic decline in perinatal mortality in this country. Over the last 25 -30 years, crude perinatal death rates have fallen from 38 to 11 per 1,000 total births. The percentage improvement in Northern Ireland is higher over this period than in the other home countries, but there is debate about the factors to which this can be attributed (Fig 1) . Many perinatal deaths are determined by circumstances and events surrounding birth, and the perinatal mortality rate is widely regarded as a performance 401 <~~~~~~~~~F ig 1. 30 Perinatal mortality rates for home countries. indicator for this aspect of the health services.1-3 Health planners and other professionals, to say nothing of the public at large, have not been universally convinced that there are sufficient advantages in 'high technology' medicine in this area to compensate for the high cost, denial of free choice to mothers, and the possible impairment of development of mother-infant relationships. In contrast, the relationships between socio -economic status, low birthweight and mortality are consistently demonstrated4 and have prompted some to recommend a closer liaison between social and medical interventions. of births in the same weight groups in a local population. The expected numbers within successive weight groups are added together to give an expected total. Finally, the observed total number of deaths and stillbirths is divided by the expected number and the result multiplied by 100. Each health board receives a copy of the medical certificate of cause of death which enables an entry to be made in the birth register for each perinatal death. Wigglesworth's four main groups of causes of deaths present several minor problems of definition.9 In some stillbirths with early maceration it may be difficult to decide whether death occurred before or after the onset of labour. Many congenital malformations which are fatal in the perinatal period are recognisable externally or clinically, but the total number of malformations may be underestimated unless post-mortem examination is performed. All normally formed fresh stillbirths of any birthweight and all early neonatal deaths in term infants are assigned to the asphyxial group, unless a specific condition, such as an inborn error of metabolism, has been diagnosed during life or at necropsy. Each perinatal death has been assigned to the place of residence of the mother.
RESULTS
The , the proportion of all births in social classes IV and V fell from 27-8% to 13-6% during the interval.
i) The Ulster Medical Society, 1989. Gestational age is, of course, a further independent variable against which both birthweight and perinatal mortality might be assessed. However, because it is notoriously inaccurate in a substantial proportion of cases,' further standardisation by this variable was not thought worthwhile. The purpose of breaking down the weight-standardised mortality into Wigglesworth's cause of death groupings was as far as possible to recognise groups with 'clear implications for clinical management'.9 For instance, he suggests that a high rate of macerated stillbirths should prompt investigation related to antenatal care and background maternal factors. The frequency of fatal asphyxial conditions arising during labour may reflect provision of facilities for intra -partum monitoring or the availability of personnel trained in the resuscitation of the newborn. A high congenital malformation rate may raise questions about facilities for pre -natal screening or procedures for early neonatal diagnosis of potentially treatable conditions (such as transposition of the great vessels). There are perhaps more problems of definition than Wigglesworth suggested in the use of his five broad categories. The quality of notifications of congenital malformations suggests considerable unreliability.12 When looking for secular trends in perinatal mortality using a Wigglesworth type of taxonomy, the position is complicated because modern treatment attempts the salvage of an ever wider spectrum of conditions, such that a stable definition of 'lethal malformation' is elusive. There is the added difficulty that premature delivery itself can cause in this respect -certain conditions, such as a diaphragmatic hernia (which covers a wide spectrum of severity) could be labelled either as a developmental abnormality and thus be coded as a death attributable to prematurity, or as a malformation. These caveats aside, it has been suggested that there may well be a limit to the degree by which perinatal mortality can be further reduced -a limit imposed by the 'unavoidable causes of death', predominantly congenital malformations. However, the experience of the Northern Board, which has shown a marked improvement over the last 10 years, would suggest that this improvement has not just been limited to those causes related to asphyxia and prematurity. During this interval, the Northern Board introduced a neonatal intensive care service, but a causal link with the improved outcome is not necessarily proven. When such patterns are investigated in future and districts are compared, a more detailed review of weight-specific mortality trends might be useful. The limited explanatory power of ordinary standardised mortality ratios has already been noted,13 and so weight -specific mortality data may prove a useful supplement when districts are compared and when trends are sought. Although all weight groups in the Northern Board showed some improvement the reduction in mortality was greatest (70%) for babies between 2000 and 2499g. There can, however, be no grounds for complacency. Several and that the final outcome is determined by many interacting factors 'from genetic endowment to educational achievement, but above all by the qualities of the parents, eugenically before conception, physiologically during pregnancy and personally after birth'.6 While prevention of low birthweight must be a prime objective, there is a growing belief that, to provide the best future for infants at risk, attention must be paid to the qualitative aspects of their childhood as well as to the standards of care at birth. In our continued quest for better performance indicators it is essential to avoid a blinkered view, and also to appreciate the shortcomings of small area ecological analysis. While there may be significant associations between variables like the social class, maternal age or parity distributions of an area, and its perinatal mortality rates, such correlations provide little clarification of the processes involved at the individual level. We suggest that birthweight standardisation at least should be a first step towards fairer comparisons. Although it has some obvious shortcomings, not least a reliance on death certification,16 the Wigglesworth taxonomy of perinatal mortality might provide a useful management tool to point the way to more detailed investigation.
